Osteochondromas are among the most common bone tumors of the foot. However, they rarely occur in subungual locations. Clinically they appear as slow-growing masses causing deformity of the overlying nail. Here we present a case of subungual osteochondroma with characteristic clinical, radiologic, and histopathologic features. The lesion was successfully treated by total excision.
OSTEOCHONDROMAS ARE BENIGN bone tumors that are rarely seen in subungual locations. 1 Clinically these lesions may present as slow-growing masses, usually on the dorsum of the distal phalanx. The lesions eventually cause deformity of the overlying nail plate. Common symptoms are localized pain or the sensation of pressure. 2 In subungual locations, osteochondromas can easily be misdiagnosed as verruca vulgaris, glomus tumor, enchondroma, pyogenic granuloma, osteosarcoma, or malignant melanoma. 3 Early recognition and proper diagnosis of these lesions with their distinctive clinical, radiologic, and histopathologic features is critical in preventing overaggressive, sometimes mutilating therapy. 4 
Case Report
A 25-year-old woman presented with a subungual tumor on her left great toe (Figure 1 ). The tumor was present for approximately 1 year and it was gradually enlarging. There was no history of trauma to the affected digit. On physical examination, a firm, yellowish-brown, hyperkeratotic nodule was noted under the distorted nail. Radiographic examination revealed a well-circumscribed, pedunculated bony growth on the dorsum of the distal phalanx. On "en face" radiograph view, the lesion appeared as a radiolucent area surrounded by a sclerotic component (Figure 2 ).
Under digital nerve block, first the deformed nail was removed. After curettage of the verrucoid component, a firm, white, smooth-surfaced, bony nodular lesion 0.5 cm ϫ 0.8 cm was noted ( Figure 3 ). The lesion was excised intact and the bony base was curetted. Rifocin solution and mupirocin ointment were applied to the nail bed. A firm bandage was wrapped around the great toe, and the limb was elevated. Postoperatively rifocine and mupirocin applications were continued together with potassium permanganate foot baths. The patient was seen at 2-day intervals for 2 weeks and no instance of hemorrhage or infection was observed during this period. Healing of the nail bed became evident within 10 days.
On histopathologic examination of the lesion, a characteristic trabecular bone pattern covered with a hyaline cartilage cap was seen, confirming the diagnosis of osteochondroma ( Figure 4 ).
Discussion
Subungual osteochondromas are rare benign tumors commonly located on the dorsum of the distal phalanx. 2 Their etiology is not fully understood. Although they are thought to be congenital in origin, they usually remain asymptomatic in childhood and begin enlarging after puberty. 3 They are frequently seen in patients between 10 and 25 years old. Clinically the lesions appear as firm, shiny, smooth-surfaced, whiteyellow nodules, which is characteristic for the entity. 5 Radiographic appearance is diagnostic, exhibiting a well-defined, circumscribed, pedunculated bone growth, projecting from the dorsum of the distal phalanx. 2, 3 Histopathologic examination has typical findings of a well-defined trabecular bone topped with a hyaline cartilaginous cap. 6 Osteochondromas can easily be misdiagnosed. Benign lesions such as verruca vulgaris, subungual fibroma, glomus tumor, pyogenic granuloma, subungual digital mucous cyst, subungual exositosis and enchondroma, and malignant lesions such as osteosarcoma, squamous cell carcinoma, and malignant melanoma are included in the differential diagnosis. 3 Verruca vulgaris, squamous cell carcinoma, and malignant melanoma can be easily diagnosed by histopatho-S. Bostanci, MD, P. Ekmekçi, MD, C. Ekinci, MD, B. Akçaboy, MD, and E. Gürgey, MD have indicated no significant interest with commercial supporters. Address correspondence and reprint requests to: Pelin Ekmekçi, MD, Ankara Üniversitesi Tip Fakültesi, Dermatoloji Anabilim Dali, 06100 Sihhiye, Ankara, Turkey. logic examination. Subungual fibroma and glomus tumors have characteristic clinical findings. 2 Subungual exostosis is a painful, bony, nodular lesion usually located under the nail of the great toe. Some authors consider subungual exositosis and subungual osteochondroma to be the same entity. However, many authors suggest that these lesions are different clinical entities, as exositosis is more commonly seen in woman and usually located away from the epiphyseal line, which is a typical site for osteochondroma. In addition, the cartilage component in exositosis includes fibrocartilage more than hyaline cartilage, in contrast to the cartilage present in osteochondromas. 1, 2, 6 Enchondromas are tumoral lesions composed of cartilage. They arise from the medullar cavity of the bones and they are frequently located on the dorsum of the distal phalanx. Typically they cause expansion of the underlying phalanx as they enlarge. Radiologically they may be seen as radiolucent areas surrounded by a calcified cartilage localized on the dorsum of the expanded phalanx. 3, 5 Osteoid osteomas, which are very rare in subungual locations, have characteristic night pains that are dramatically relieved by salicylates. Also on radiologic examination, in contrast to osteochondromas, they are seen as nodular lesions surrounded by a sclerotic zone. 5 Our patient had a well-defined, smooth-surfaced, pedunculated bony lesion on her great toe, enlarging for about 1 year, causing deformity of the overlying nail. She had no subjective symptoms except pain following trauma. These clinical findings were consistent with osteochondroma and our diagnosis was supported both by radiographic and histopathologic examination.
Total excision of the lesion and ablation of the bony base are the main goals in the management of subungual osteochondromas. 1, 7, 8 Eliezri and Taylor 2 reported two cases of subungual osteochondroma in which one lesion recurred a few weeks after total excision. The lesion was reexcised and this time the bony base was also ablated. No recurrence was seen after 4 years of observation. Apfelberg et al. 3 also reported five patients with subungual osteochondromas successfully treated with both total excision and curettage of the underlying bony surface. Hodgkinson 1 presented the case of a large subungual osteochondroma treated by excision and nail bed reconstruction using a split nail bed graft.
Our patient's lesion was completely excised together with curettage of the bony base. The nail bed was left to heal secondarily. No residual deformity of the nail bed or recurrence was observed within 8 months.
